Squamous cell carcinoma (SCC) is the most common form of cancer seen in the oral cavity in the Indian subcontinent. More than half the subjects present with lymph node metastases and histological confirmation of metastatic disease is the most important prognostic factor. Neck metastasis is the most important prognostic factor in head and neck SCCs.\[[@ref1]\] On account of this widely demonstrated fact, management of neck disease in head and neck cancer has been considered one of the most important aspects of treatment. Nobody can deny the important effect of therapeutic neck dissection in the prognosis of head and neck cancer patients.

Of the head and neck diseases, oral cancer has been the most widely studied tumor as far as neck dissection is concerned. However, the amount and quality of information currently available does not offer a definitive answer to the question of the prognostic effect of elective neck dissection. The ablation of oral SCC involves both local and regional techniques. The goal of surgery is to totally eradicate all visible gross disease as well adequate margins to include suspected microscopic metastasis.\[[@ref2][@ref3]\]

Between 90% and 95% of all cases of oral cancer arise from the cells of the oral mucosa.\[[@ref4]\] However, the signs and symptoms of oral cancer are relatively easy to see and feel, and easy to watch.\[[@ref5]\] The main routes of the cervical lymph node spread are through the first station nodes (Levels I and II) and second station nodes including the Levels III, IV, and V).\[[@ref6]\] Predicting the lymphatic spread can help in choosing the appropriate surgical procedure and may also help in predicting the outcome.\[[@ref7]\] In the case of the lymph node metastasis, neck dissection should be performed.\[[@ref8]\]

The first description of radical neck dissection has traditionally been considered the publication by George Crile in 1906, in his classic paper with 132 patients, with 8% mortality and 3-year survival of 38%.\[[@ref9]\] Ward,\[[@ref10]\] in 1951, was one of the firsts to suggest the possibility of making a formal selective neck dissection sparing the spinal accessory nerve. At that time, the technique of neck dissection included the en bloc resection of the spinal accessory nerve, the jugular vein, and the sternocleidomastoid muscle, and in some cases, the resection of the vagus nerve. It was Bocca and Pignataro who first described the functional neck dissection or MND III in their landmark paper in 1967. This change of surgical technique had an important relationship with neck dissection because it is intrinsic in the philosophy of a preventive treatment, to make it the less invasive possible without losing oncologic results. In this report, we present the results of the operative treatment of 10 patients with oral cancer treated with functional neck dissection.

Materials and Methods {#sec1-1}
=====================

Between March 2010 and July 2011, 14 patients from the Department of Oral and Maxillofacial Surgery in the Annasawmy Mudaliar General Hospital, Bangalore, between 2010 and 2011 underwent primary surgery for the treatment of the oral cavity carcinoma \[[Figure 1](#F1){ref-type="fig"}\]. Data were recorded according to age, sex, histopathology level grade, and tumor node metastasis (TNM). Preoperative biopsy was done to confirm clinical diagnosis and all tumors were graded as per TNM (AJCC) classification. Ultrasound examination of neck was done to determine the extent of neck metastasis. Distant metastases were excluded by chest radiography and further clinical examination of distant nodal sites. Male:female ratio was 11:3. The patients' age ranged from 53 to 90 years, with the average of 68.7 years. All the 14 patients underwent functional neck dissection \[[Figure 2](#F2){ref-type="fig"}\].
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Results {#sec1-2}
=======

The study group comprised 11 men and 3 women, ranging in age from 53 to 90 years. Data were recorded as shown in [Table 1](#T1){ref-type="table"}. Postsurgical follow-up ranged from 7 to 45 months (mean 16.58 ± 4.23 months). The mean postsurgical follow-up for was 26.43 ± 5.40 months. At presentation, 20% of the patients with oral SCC harbored cervical nodal disease, as evidenced by either clinical examination or radiographic findings consistent with malignancy. In this series, 42.9% of the patients ultimately demonstrated regional nodal disease attributed directly to the primary tumor.

###### 

Patient data: Mandibular, buccal, RMT, and tongue

![](JPBS-4-245-g003)

Histopathologic examination of the excised specimens showed that the most common type of carcinoma was well-differentiated SCC in eight patients and moderately differentiated carcinoma in six patients.

Level II of the neck region was affected (in five patients) and Level IB neck region was affected in all 14 patients. The metastases were not observed in Level III, Level IV, or Level V. None of the patients had a positive resection margin. All respected margins had an average of 2 cm free edges. In all cases, the spinal accessory nerve, internal jugular vein, and sternocleidomastoid muscle were preserved in form and function, and all patients were in good condition with no recurrence. All patients were sent for postoperative radiotherapy with an average of 27 fractionated doses.

Discussion {#sec1-3}
==========

Carcinoma of the oral cavity has a great potential for metastatic spread to neck lymph nodes, with the incidence reported to be 34-50%.\[[@ref11]\] While the importance of treatment of the neck in clinically detected lymph nodes is beyond doubt, elective treatment of the clinically negative neck continues to bring controversy.\[[@ref12]\]

Our review of the available literature shows that in all the cases where neck dissection was done, the co-morbidity due to sacrifice of the spinal accessory nerve, internal jugular vein, or the sternocleidomastoid muscle which is always present with a radical neck dissection or modified neck dissection I or II is very high.

In all our cases, the postoperative histopathologic examination showed clear margins to upto 1.4 cm. In all cases, mandibulectomy was done and the mandible resected as part of the primary specimen. None of our patients had any postoperative neurological or functional problems.

Trismus was also absent, and at 1-year postoperative examination after radiation, all patients were disease free \[[Figure 2](#F2){ref-type="fig"}\]. Even the absence of any reconstruction did not impair their quality of life too much.

Our results found that Level II was the most commonly involved site (63.3%) in the patients with SCC of the oral cavity. Shah had documented similar results.\[[@ref13]\]

On the contrary, Byers et al. showed that 16% of patients with oral cancer had metastasis in Level IV without nodes in Levels I, II, or III.\[[@ref14]\] Kligerman reported that a total of 67 patients of a group who had undergone resection plus functional neck dissection developed fewer neck recurrences than those on whom resection was performed alone (24% vs. 42%). The disease-free survival rate at 3.5 years in his study for the group treated with the functional neck dissection was 72%, compared with 49% in the group treated with resection alone.\[[@ref15]\]

In our study, all patients were treated with functional neck dissection and were disease free at the 1-year postoperative follow-up period.

Low sensitivity and specificity value of ultrasound examination strongly favors functional neck dissection as the only method for clear diagnosis and prediction of the neck metastases in a clinically positive neck.\[[@ref16]\]

Conclusion {#sec1-4}
==========

The role of supraomohyoid neck dissection in the clinically negative neck in the management of early cell carcinoma of the oral cavity remains a controversial subject. The high incidence of occult cervical metastases, poor salvage rates,\[[@ref17]--[@ref19]\] and the increased incidence of extracapsular spread in cases that have developed palpable lymphadenopathy\[[@ref20]\] provide a strong argument in favor of a more aggressive treatment of the neck upto removing Level V group of nodes, but the tilt toward functional neck dissection as against radical neck dissection is because of the much lesser co-morbidity in the functional neck dissection as opposed to the radical neck dissection. The role of the functional neck dissection in patients with a clinically positive neck is explored here, but whether this is ideal for the management of cervical node metastasis remains to be proved in prospective multi-institutional trials with a much larger pool of patients.
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